Fifty-five patients underwent ultrasound-guided fineneedle aspiration from the pancreas. Adequate material was obtained from 33 of the 41 patients with pancreatic malignancy. A cytological diagnosis of cancer was made in 31 (94%) of these; the overall clinical success rate was 75-6%. There were no false-positive results or complications. The sensitivity of the procedure may be increased by repeating the punctures.
Introduction
The incidence of pancreatic cancer has risen over recent years; despite therapeutic and diagnostic improvements mortality is still high, the five-year survival rate being less than 1% .
The conclusive diagnosis of pancreatic cancer continues to be a challenge. Detailed preoperative assessment is important, to plan adequate surgery and to avoid unnecessary laparotomy in patients with inoperable disease. Procedures such as wedge biopsy and large-bore needle biopsy at operation are inaccurate and hazardous.2-I Duodenoscopy allows brush and juice cytology from the pancreatic duct; however, results have been disappointing and the techniques are not in widespread use. 6 7 Percutaneous fine-needle aspiration is used routinely for cytodiagnosis of the prostate,8 breast, subcutaneous nodules, lymph nodes, and thyroid,9 and has given encouraging results in the pancreas. We report our initial experience over a threeyear period.
Material and methods
Between September 1978 and November 1981 55 patients underwent percutaneous pancreatic fine-needle aspiration. The sex and age distribution is shown in table I.
The aspirations were carried out on the fasting patient in the supine position, usually without premedication. Real-time ultrasound equipment was used to localise the tumour and the needle tip in the last 30 patients after conventional B-scan technique had been applied. No special transducer was used. After the tumour had been located the anterior abdominal skin was disinfected and a local anaesthetic was first injected subcutaneously and then extended through the abdominal Departments of Gastroenterology and Radiology, and the Bland wall to the peritoneum. A 22 SWG needle with an internal stylet was inserted under ultrasound guidance into the suspected pancreatic lesion. With some experience the investigator could feel a gritty resistance when the needle entered the tumour.
When the needle tip was in the tumour the stylet was removed and a 20-ml plastic syringe attached to the needle. Negative pressure was applied, and the needle passed several times back and forth within the tumour with a rotary action. The negative pressure was returned to normal before withdrawal of the needle to prevent the material being sucked into the syringe. The aspirated material was immediately blown on to clean glass slides for cytological evaluation. Usually, half the number of slides were airdried for Giemsa preparations, while the rest were wet-fixed in alcohol for subsequent Papanicolaou staining. In each case samples were obtained from punctures from three separate sites in the tumour. On average, 10-12 slides were prepared at each examination.
A final independent diagnosis of malignancy was made at laparotomy in 13 patients and at necropsy in six. The diagnosis in the remaining 22 patients with cancer was confirmed on clinical follow-up (mean duration 5 2 months). Five of the patients with benign pancreatic lesions underwent surgery: the other six were followed up clinically for an average of 20 5 months (range 6-36 months) without evidence of malignant disease. In common with many reports we experienced no clinical complications.4 Review of publications does show one fatality from pancreatitis in a patient with pancreatic carcinoma.'5 Two non-fatal cases of pancreatitis have also been reported. 12 16 Although seeding of viable tumour cells along the needle track has been described in two patients,'7 18 it has no bearing on prognosis."9 No evidence of such spread was found in our study.
The average size of tumours in patients with positive cytology was 4 x 4 cm as measured by ultrasound. With one exception (table III) the false-negatives and inadequate samples arose from puncturing smaller tumours with an average diameter of 2-7 cm. Necrosis in large tumours may also account for inadequate specimens.
Our experience has prompted several changes. We assess the adequacy of the aspirates immediately and repeat the punctures as necessary, giving some analgesia and sedation to make this more acceptable. More emphasis is placed on sampling different parts of the tumour and on accuracy of needle placement, which can sometimes be enhanced by simultaneous x-ray control.
The study was retrospective, and it is therefore difficult to evaluatetheclinical impact of thecytological findings in individual patients. The main value ofpositive cytology is to avoid diagnostic laparotomy in patients with unresectable lesions, unfortunately the majority,20 and is particularly important under the increasing use of non-operative techniques for palliation of jaundice. Negative cytology does not exclude malignancy, and it is therefore often appropriate to take further samples.
(Accepted 1 July 1982) What is traumatic osteitis pubis, and how can it be treated? Traumatic osteitis pubis, which occurs in athletic men, consists of pain and local tenderness in the lower abdomen, groin, and adductor area of the upper thigh. It is associated with radiological changes in the symphysis. These are marginal irregularity, reactive sclerosis, and instability. In some of these athletes similar lesions are found in the sacroiliac joint. It is thought to be caused by minor repeated trauma, for which the treatment is rest, often prolonged. It was once thought to have an infective background, but this has not been satisfactorily proved. Surgical fusion of the symphysis is rarely indicated. Nonsteroidal anti-inflammatory drugs occasionally relieve the pain.-C D R LIGHTOWLER, consultant orthopaedic surgeon, London. 
